
symptom of phthisis, including fever and hemop-
tysis, but whose chests were entirely negative,
proved upon blood examination to be cases of
pernicious anemia.
In conclusion, we wish to offer a plea for the

more extended use by the practitioner of such
methods of diagnosis as are easily within reach of
every medical man; and for the exercise of in-
finite pains and judgment in the early detection
and treatment of pulmonary tuberculosis.
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DISTINCTION BETWEEN THE PSYCHONEU-
ROSES NOT ALWAYS NECESSARY.*

BY G. L. WALTON, M.D.,
Consulting Neurologist to the Massachusetts General Hospital, Boston.
There are few subjects upon which more con-

fusion exists than that of the classification of cases
without known organic basis, but presenting
nervous symptoms of a general character such as

sensitiveness, insomnia, indecision, lack of ambi-
tion, headache, backache and various pains, lack
of emotional control and morbid fears.
It is not surprising that this classification should

be somewhat vague in the mind of the general
practitioner, since the distinctions have not yet
been clearly established by the specialist.
There is no difficulty in the well-marked case.

Such symptoms as aphonia or hemi-anesthesia
would be labeled by every neurologist those of
hysteria; similarly, exaltation, pressure of ac-
tivity and flight of ideas, alternating with pro-
found depression, retardation of thought and con-
fusion would be recognized by every alienist as
characteristic of the manic-depressive state. In
like manner the patient may readily be called a

hypochondriac whose troubles take the direction
of constant self-study, with undue interest in and
undue anxiety regarding his physical condition.
Regarding the status of neurasthenia and its
comparative indefiniteness, I shall have a word to
say further on.
But after the elimination of such definitely

marked cases, there still remain a very large num-
ber whose symptoms are not so well marked, in
fact, whose symptoms are practically identical.
It is regarding this class that there prevails, it
seems to me, an undue and illogical insistence
upon exact classification.
If we epitomize the symptoms of manic-

depressive insanity according to one standard
author, and divide them into those characterizing
the severe case and those common to all cases,
the lack of distinctive features in the second class
is apparent. In the first class will be found the
following perfectly characteristic symptoms : Dis-
turbance of apprehension; clouding of conscious-

ness; disorientation; stupor; insensibility to
heat, cold, hunger and pain; delusions (perse-
cutory, hypochondriacal, of jealousy, of poisoning,
of self-accusation) ; flight of ideas; retardation of
thought; pressure of activity; absence of fatigue ;
incoherence; impairment of memory; psycho-
motor retardation. If a case presents such well-
marked symptoms as these, there need be no
hesitation in labeling it.
But note the symptoms of the less pronounced

cases as given by this author: Irritability; inde-
cison; distractibility; lack of initiative; anxiety;
depression; easy exhaustibility; poor sleep;
poor appetite ; indigestion ; constipation ; tremor ;
numbness; tinnitus aurium; dizziness; chilliness;
heaviness of the limbs; weight on the chest and
general weakness with increased reflexes. Sup-
pose a patientpresents only symptoms of this class,
together with a certain variability of mood, howshall we distinguish between a mild manic-
depressive state and neurasthenia? For, on
looking through the symptoms of neurasthenia in
this and other textbooks, we find that they are
practically identical with those under considera-
tion.
Turning to the section on diagnosis in this text-

book, we find that it is difficult to distinguish the
mildest forms of this disorder from certain morbid
personal peculiarities, and that the ill humor and
the exhilaration should not be mistaken for simple
whims or be designated hysteria, neurasthenia and
hypochondriasis. But the following suggestion
offered as an aid in the avoidance of this error
shows the elusiveness of the distinction: " The
simple lack of decision, the inability of the depres-
sive patient to come to a conclusion, is so charac-
teristic that they alone often suffice in making the
diagnosis." But lack of decision is one of the
symptoms common to all these psychopathic
states, including neurasthenia. Again, regarding
the mild manic state, we are told that the distinc-
tion depends chiefly upon the fact that the in-
creased business and activity is not uniform, but
shows variations. Upon the inadequacy of such a
distinction I need not comment.
Suppose we start with hypochondriasis. As in

the case of manic-depressive insanity, we shall
find comparatively little difficulty in applying the
diagnosis to the pronounced case. If the patient
thinks his leg is made of glass we may safely diag-nosticate pronounced hypochondria provided
there is no persecutory element in his belief, and
provided we can assure ourselves that this is not
Dne of the hypochondriacal delusions of manic-
depressive insanity, which remind us that even in
the marked cases some confusion is inevitable.
We should also diagnosticate hypochondria if the
patient's self study, though falling short of delu-
sion, dominates his thoughts and guides his con-
duct.
But suppose the hypochondriacal fears are only

moderate in degree, why need we attempt to
determine whether they are of manic-depressive
or of neurasthenic origin? In the symptoma-
tology of both these states we find these hypo-
chondriacal fancies given a prominent place.*Read before the American Neurological Association, May, 1909.
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Suppose we approach the subject from the point
of view of hysteria. If the patient has such
characteristic symptoms as convulsions, aphonia,
spasms, anesthesia or paralysis, the diagnosis is
easily established, but suppose we find only the
following symptoms (enumerated by a well-known
authority, whose textbook merits a place on the
shelves of every physician and every student) :
" Emotional weakness, nervousness, hyperesthesia
and pains, crises of an emotional character, undue
sensitiveness, depressed and easy alarm, lack of
control over the emotions, feelings of nervousness,
laughing or crying or yielding to impulse, head-
aches and spinal pains, poor sleep and disagreeable
dreams, trembling and chilly feelings, with vaso-
motor irritability." This author well appends to
the above catalogue of complaints the statement
that " hysteria minor is closely allied to a condi-
tion of neurasthenia or of simple nervousness,"
so nearly, it seems to me, that the attempt to
place every case in one or the other category
means sacrificing clearness to insistence for
classification.
The diagnosis folie du doute we need not seri-

ously consider, since the practical abandonment
of this designation shows general acceptance of
the fact that doubt and indecision have already
been merged in the various states we are studying.
My plea is that this recognition of the real state
of affairs be carried to its logical conclusion.
Thus far our search would indicate that manic-

depressive insanity and hysteria are useful diag-
noses for pronounced cases, and that hypochon-
dria has sufficiently definite symptoms to deserve,
for well-marked cases, a separate classification,
though the dividing line is sometimes indistinct.
But what of neurasthenia? Under this head

we find no definite and peculiar set of symptoms,
but rather a collection of symptoms common to
manic-depressive insanity, hysteria minor, hypo-
chondriasis, congenital psychopathy and simple
nervousness. Is it not, then, misleading to use
this name as if it applied to a peculiar class? The
word itself is also objectionable in that it implies
an asthénie state by no means always present ; the
substitutes " phrenasthenia " and " psychas-
thenia," while preferable because they recognize
the mental element in these cases, share the same
objection through retaining the word " asthenia."
Why is it " too inclusive " to group together,
under a general term like " psycho-neuroses,"
cases some of which are now included under mis-
leading terms, and all of which are so far identical
that to distinguish between them involves dealing
with shadows?
And if the general diagnosis neurasthenia rests

on an insecure foundation, what shall we say of
its multitudinous subdivisions? We are admon-
ished, for example, by a certain author to distin-
guish carefully between congenital and acquired
neurasthenia; but our search through this and
other textbooks for the diagnostic features be-
tween these conditions is most unsatisfactory.
It is hard to exclude congenital tendency, for
example, in such a case as that (cited in our text-
book under the diagnosis " acquired neuras-1

thenia ") of the young lady who, when received at
the hospital from the hands of a tender-hearted
mother, had not had her hair combed for two
years and one of whose toenails had grown to the
length of five inches. We learn, in the same book,
that the stress which produces acquired neuras-
thenia in a given case is far less when heredity
predisposes to neurasthenia; also that the break-
down of acquired neurasthenia is more pronounced
in those who are so constituted that the simplest
exercise causes exhaustion. Such observations
would indicate a congenital predisposition even
in acquired neurasthenia. Again, how does the
vascular irritability of " angiopathic neuras-
thenia " differ from that of " hysteria minor,"
and how shall we distinguish the mental vagaries
of the " sexual neurasthenic " from those of the
hypochondriac whose fears are focussed upon his
reproductive organs? My aim in making these
comments is not to ridicule these books nor in any
way to detract from the worth of volumes we
could ill spare.1 It is rather to show the diffi-
culties under which we labor in endeavoring toestablish distinctions which shall hold for every
case of psychoneurosis.
As the result of such considerations, the diag-

nosis "neurasthenia" appears on the books of
the neurological department of the Massachusetts
General Hospital only three times in the course
of a certain year, during which time this diagnosis
was made in the medical department of the same
institution one hundred and twenty-seven times.
The frequency of the diagnosis psychoneurosis in
the neurological department indicates that such
psychoneuroses as do not present preponderant
symptoms enough to justify their definite inclu-
sion under hysteria, hypochondria or manic-
depressive insanity are simply classed under this
head. While this method may not satisfy the
craving for subclassification, it is quite as accu-
rate as the forced and artificial distinctions previ-
ously attempted in this department and still
followed in other clinics.
To the question whether I should class a given

case under manic-depressive insanity or under
neurasthenia, my most frequent answer is that
if the symptoms are not distinctive enough to
place it beyond question in one or the other class,
I should name it psychoneurosis without attempt-
ing further distinction unless in course of time
characteristic symptoms appear. The following
example is chosen because it represents an actual
case in which I was asked this question by Dr.
J. H. Pratt who kindly furnished me these notes :

Case. Mrs. X., forty-one. The chief complaint is
of great nervousness and agitation. She was always
well up to seven years ago aside from the fact that she
was frightfully nervous when she sang. She was active
and socially inclined and did charitable work prior to
tier marriage. In 1901 she broke down shortly after
tier marriage. The slightest noise pained her like
pressure on an inflamed nerve. There was lancinating
pain in the chest. Was in bed for weeks. She does
not remember that she was depressed. She would

1 In point of fact, I gather that further editions of these books
will contain materiai modification.
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wonder what people would think of a bride who broke
down, especially certain people that she scarcely knew
at all. She has never entirely recovered from an illness
of five years ago. Has slept well, but is easily tired.
Is subject to attacks of depression coming on without
apparent cause and lasting perhaps an hour. Since
four months ago she has had continuous depression,
except for a short time each evening. No special cause
is assigned. She sleeps fairly well. The nervousness
comes on gradually during the early morning hours.
She has almost constant suicidal desire. She feels
that she must constantly fight against it and dreads
to be left alone, and has arranged that she shall not be
so left.
There are no delusions or hallucinations. She dreads

to dress for dinner. She does not feel that she could
care for her baby while this depression continues.
When alone she dwells constantly upon her condition,
although she tries not to do so and prays for strength.
She has felt in church an " inward seething " and de-
spair, a feeling as if she must stand up and scream.
She dreads meeting old acquaintances for fear of talking
about old friends. She has a fear that she will never
get well.
Physical examination shows a well-built, healthy-

looking woman, of good color. The heart and lungs
are normal, the reflexes alike, slightly increased. The
urine is normal. There is a slight tremor of the hands.
The following report of the case is received from Dr.

S., under whose care she was during the winter: There
is no insanity in the family, but the history points to
a neurotic tendency. Her father was of a sensitive
disposition and two brothers have been " neuras-
thenics." She is decidedly intellectual, with high
ideals, has always been a close student, serious in
her studies and in her recreations. Her first attack
began a few months after her marriage, and for nine
months was under treatment for " neurasthenia," after
which she became the patient of the physician who con-
sulted me regarding classification. Her recovery was
good, but there has always been a " nervous tendency."
Last summer, upon her return from the holidays, she
felt nervous and depressed, fearful of trouble, with loss
of energy and failing interest in her occupations and
friends. There was sleeplessness, loss of weight and
physical weakness. By November this condition had
become so distressing that she went for a six weeks'
rest cure to a sanitarium. She returned much im-
proved physically, but not much better in her nervous
condition. She took no interest in her home, would
not see her child, nor her servants nor her friends.
Since her return there has been steady improvement

under regulated exercise, diet, salt rubs, etc. She now
has dispensed with her nurse, takes her meals with her
family, has regular walks, sees her friends, and sleeps
from six to eight hours, but still lives in a state of great
nervous tension. There is continuous introspection
and distress at the slowness of her recovery and fear of
never becoming well.
Why strain a point to decide whether this should be

labeled a manic-depressive case or one of neurasthenia?
The following case, taken at random from my

notebook, will serve for further illustration of
such cases as I class under " psychoneuroses."
Miss Y., fifty-five, single. The family history pre-

sents nothing remarkable; the father was inclined to
be " nervous," especially when not well. There is no
definite mental or nervous trouble in the family. The
patient formerly taught school ; now has no occupation.
Six years ago her mother died, from which occurrence
she dates her trouble, and to which her family attribute

it. She is subject to fits of depression, between which
she feels " fine." She is liable to recurring dizziness
without discoverable cause. She complains of numb
feelings in the legs and all over, of tenderness in the side
and of burning in her elbows, and of pressure in the top
of her head. When I saw her she had remained in bed
most of the time for five weeks, and at the time of my
visit she was shaking and crying with no special cause.
She complains of feeling smothered. In the course
of the examination she became animated and argu-
mentative, particularly concerning the seriousness of
her condition and the existence of serious physical cause
for her anomalous sensations. She complained of lack
of energy to pull herself together or to attempt the least
exertion. She was full of doubts, anxieties and regrets.
In other words, the case contained elements of the

manic-depressive state, of hypochondria, of hysteria
minor and of " neurasthenia," both congenital and
acquired.
There is one practical consideration far more

important than this subclassification, a consid-
eration worthy of all the study we can put into
a case. It is this: Are the peculiarities of the
patient such as make him dangerous to society,
or are they of the type to produce for the patient
himself distress, possibly danger, but to others
annoyance and distress only, not danger? The
following case will serve to illustrate the practical
importance of this distinction:
Case. A young woman, seen by Dr. Paul and my-

self, had gradually discontinued her occupation (that
of stenography) to take up music. Music she in turn
abandoned and had become a burden on the household.
Her mother states that she does practically nothing at
home, that she assumes a superior air with others, is
reticent and self-centered, but has shown no delusions.
At the first visit nothing definite was elicited beyond

an obsessive tendency, with marked hypochondriacal
element and a certain degree of negativeness. The
patient stated that she had given up music because she
was weakened by a dropping in her throat; that the
reason she took no part in the work of the house was
that her tissues were not sufficiently renovated by the
night's rest to make up for the loss of strength during
the day.
It seemed that a large part of her time was spent in

attending religious services, and that she was deter-
mined to enter the church. The question whether she
expected, in that event, to simply attend services and
do no work made no impression on her. Such ques-
tions aroused neither resentment nor argument, the
patient retaining a placid demeanor with an appear-
ance of abstraction and lack of interest in proceedings.
On being asked if she would insist upon entering thechurch if the authorities felt it was inadvisable, she
intimated that she would brook no interference with
her plans ; that it had been opposed before, and that she
thought it would not be again attempted. This state-
mentwasmade decidedly, but quietly and without heat.
Her whole manner lacked the sensitiveness of the ordi-

nary hypochondriac and simple obsessive, suggestingthat of a self-centered and self-satisfied paranoiac.
The family were informed that while her manner was

suggestive and while it was probable that she would
eventually have to be placed in an asylum, the evidence
elicited was as yet not enough to warrant taking that
step.
At the following visit it transpired that she thought

she could hear peoples' voices, and that this was a power
religious people had. On her mother's expressing sur-
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prise, the patient observed that her mother had not
realized what she was hearing and what she was seeing,
and implied that her mother had hardly done justice
to her superior powers at the times when she credited
her with idleness. To the question whether she heard
the voice of those not living, she declined to answer.
These observations would indicate that the case

falls quite outside the class with which we are

dealing, and that her incompetency and her
seclusive tendency rest, not on the basis of Ivypo-
chondrial fears, but indicate rather a dementing
process of the paranoid type; in other words,
that we probably have to do with a case of
dementia precox. The patient, then, instead of
being merely a harmless incubus upon her family
and society, constitutes a dangerous element to
both, and her sequestration will be best for all
concerned if it is not, indeed, imperatively de-
manded. Here, then, is a distinction well worth
the making, and a classification which is of real
value from every point of view.
In importance, and interest such questions far

surpass the study of intangible and elusive dis-
tinctions.

CONCLUSIONS.

After eliminating, from the cases presenting
nervous symptoms without known organic basis,
those whose features are sufficiently marked to
justify their classification under hysteria, hypo-
chondria or manic-depressive insanity, there
remains a large, perhaps a larger, number whose
symptoms are not distinctive.
The effort to place each of these cases under one

or the other category is unsatisfactory. The
efforts of the textbooks to distinguish between the
minor forms of these conditions are confusing, the
symptoms given being practically identical.
To apply the term " neurasthenia " to all these

cases is neither logical nor satisfactory, since this
term implies a condition distinct from the other
psychoneuroses, to say nothing of the fact that
the term implies the asthénie condition which is
far from constant.
In the present state of our knowledge and study

of these conditions, the most satisfactory solution
seems to be to place under the diagnosis hysteria,
hypochondria and manic-depressive insanity such
cases only as have dominant features character-
istic of these disorders, and to group the remainder
under the general term " psychoneurosis " until
definitely diagnostic features appear.

SOME OBSERVATIONS ON THE OPHTHALMO\x=req-\
TUBERCULIN REACTION.*

BY FRANCIS P. MCCARTHY, M.D.,
Ancon Hospital, Ancon, Panama, Canal Zone.

Since the original use of tuberculin by the
ophthalmic test, first reported by Wolf-Eisner '
and Calmette2 (working independently), in
the spring of 1907, a vast amount of literature ;

dealing with the subject has appeared in the
medical Journals of the different countries.

The extensive use and results of this rather
simple method of using tuberculin by so many
observers has not detracted from the original
claims of Calmette and Wolf-Eisner as to its im-
mense value in the diagnosis of tuberculous
disease.
Wolf-Eisner at first used a 10% aqueous solu-

tion of tuberculin, which caused rather a marked
conjunctival reaction in tuberculous patients and
no reaction in the non-tuberculous.
Calmette, a few months later, used a 1%

aqueous solution, prepared by the precipitation
of crude tuberculin with 95% alcohol, the result-
ing precipitate being dried. By this method, the
glycerin and beef extract salts were removed,
which, he claimed, were sufficiently irritating to
cause some slight conjunctival reaction.
Other investigators, including MacLennan,3

Baldwin,4 Webster and Kilpatrick, using a 1%
aqueous solution of " old " tuberculin, have ob-
tained equally good results without any of the
irritating effects as first mentioned by Calmette.
In our work at Colon Hospital, we have used » ±

dried precipitated old tuberculin, put up in tablet I
form by Parke, Davis & Co. We have also used I
a solution of older tuberculin issued by Von Ruck,I ¡

and at present are using an aqueous solution offß
old tuberculin from Parke, Davis & Co.
We have found the latter form equally reliable, j

far more inexpensive, and that it can be more Jquickly prepared for use, than the tablet form of 1
precipitated tuberculin.
Various observers have used different strengths

of the aqueous and saline solutions with varying
success. After trying the \%, \% and 1%
solutions in our series of cases, the latter strength
has been found to be the most dependable.
The severity of the reaction varies considerably

in different individuals, from the slightest injec-
tion of the conjunctiva to edema of the eyelids
with purulent exudation.
The division, according to the severity of the

inflammatory change into mild, moderate and
strong reactions, seems to me to include all the
degrees of inflammation, except a certain group
of doubtful reactions which I think should be
included in this division. In a mild reaction,
there is seen a diffuse redness of the lower tarsal
conjunctiva. The ocular conjunctiva near the
inner canthus may also show a slight injection.
The patient usually experiences no local dis-

comfort beyond slight lachrymation or a foreign
body feeling in the eye. It is always well to com-
pare the conjunctivas of both eyes, having the
patient abduct the eyeball as far as possible so as
to show the caruncle plainly.
In the moderate form of the reaction, it begins

as in the mild form, but the injection soon spreads
and involves the vessels along the periphery of
the bulbar conjunctiva. Lachrymation is more
profuse, and a slight muco-purulent exúdate
collects in the inner canthus. The subjective
local symptoms are slightly more marked than in
the mild form of reaction.
The strong reaction manifests itself by a still

anore marked redness and injection of the con-*Read before Canal Zone Medical Association, Dec. 16 1908.
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